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Abstract
Social support is linked to improved health outcomes both in Western and Asian societies and is
a vital factor in a patient's adjustment to end-stage renal disease and its treatment regimen. This
study explored perceived social support among 46 Chinese American hemodialysis patients in
San Francisco's Chinatown using the Norbeck Social Support Questionnaire plus open-ended
questions. Findings unexpectedly revealed low levels of perceived social support and lack of
tangible support especially in elder patients. We can no longer assume that traditional family
cultural values are providing adequate social suppor1 for this population.
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Culture is often referred to as the behaviors, attributes, and traditions shared by a large
population and transmitted from one generation to the next. Culture becomes the eyes through
which we see other people and our mind through which we perceive the meaning of health and
illness. Cultural difference is also an individual characteristic that shapes our social support
system (Norbeck, 1982 ). In Chinese culture, the family is the blueprint of its interdependent
worldview (Tung, 2000). One tlies away into the world but always looks back, knowing that
family formation is based on mutual support, loyalty, and emphasis on interpersonal harmony.
The San Francisco Bay Area is rich with diverse cultures and comprises a very large Chinese
immigrant population. The process of resettlement can be a stressful event for immigrants,
especially for elders, w·hen they face the values, customs, and lifestyle of a new country, as well
as the Westernization of their next generation. Living in a place where East meets West, Chinese
immigrants wonder, will their cultural values and beliefs be sustained? Or compromised? Will
the traditional Chinese social suppor1 system remain as strong when one faces illness? We
wanted to better understand the social support context of Chinese American hemodialysis
patients in San Francisco's Chinatown.
End-stage Renal Disease
End-stage renal disease (ESRD) is a chronic illness that poses many challenges for
people atJected by it. ESRD currently affects more than 400,000 people in the United States
(United States Renal Data System [USRDS], 2004). Although specific statistics of Chinese
Americans with ESRD are unknown, there are over 15,000 Asian ESRD patients nationwide and
a majority of them in Notthern California reside in the San Francisco Bay Area (TransPacific
Renal Network, 2003: USRDS, 2004). ESRD is the ninth leading cause of death in the United
States (Arias, Anderson, Kung, Murphy, & Kochanek, 2003). The projected remaining life
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expectancy for ES RD patients is only one third to one sixth of those in the general population
·~

(USRDS, 2004). Dialysis or transplant is necessary for survival in ESRD patients. Due to the
shortage of organ donors, renal dialysis remains the common therapy for ESRD patients with
65% being treated with hemodialysis (USRDS. 2004).
Clinical manifestations ofESRD affect multiple body systems causing co-morbidities of
cardiovascular disease, endocrine disorder, anemia, bone disorders, and infectious diseases
(Nissenson,

1998~

USRDS, 2004). Other common complications related to uremic syndrome

and dialysis treatment are hypotension, fatigue, cramps, sexual dysfunction, and insotnnia. In
addition to physical complications, ESRD patients often experience unemployment, financial
strain, and potential changes in marital, familial, and societal contexts (Kimmel, 2001; Molzahn,
1998). Psychosocial stressors, including depression, sense of powerlessness, and intrusiveness

can deliver as significa11t an impact as the physiological ones. The stress of attending dialysis
treatments, missing other activities, and dealing with transportation problems can easily escalate
to create more psychosocial tensions.
Furthermore, hemodialysis patients must follow a

multit~tceted

and restrictive therapy

regimen. They undergo time-consuming hemodialysis treatments three times weekly and each
session may last up to four hours. Unfortunately, hemodialysis treatments compensate only
partially for their kidney failure. Other lifestyle modifications, including fluid intake restriction,
renal dietary control, and medication regimens, are also critical to maintaining their wellness.
Failure to comply may iCacl to osteodystrophy, pulmonary edema. congestive heart failure, and
even death (Roberts, 1998). Consequently, hemodialysis patients are. continually faced with
major life adjustments in their etTort to decrease morbidity and maintain their chances of
survival.
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The research literature suggests that health outcomes could be improved by using social
support assessment data to plan and modify treatment processes. However, there is a limitation
in our knowledge about the social support context among this growing and unique Chinese
American hemodialysis population. Understanding social support in this population and how it
is related to culture may generate new initiatives to fortify the support systems of these patients,
thereby strengthening their ability to cope with their illness and to improve their quality of life.
Conceptual Framework
Social support is a multidimensional concept with diverse definitions and constructs. Its
components include functions and structures. The functions of social support range from
emotional and informational to atlirmative and tangible (Cobb, 1976; Cohen & Wills, 1985;
Sherbourne & Stewart. 1991 ). The structure of social support consists of network from family
members, fi·iends, coworkers, health care providers, and communities (Lindsey, 1997).
The theoretical frame\vork of this study is based on Robert Kahn's conceptual definitions
of social support and Jane Norbeck's theoretical assumptions of social support. Kahn (1979)
conceptualized social support as personal interactions in which positive affect, affirmation, and
symbolic or material aid are exchanged. Kahn and Antonucci ( 1981) defined social network as a
convoy, consisting or a group of people on which a person relies for support. They also
suggested that this con,·oy changes throughout one's life span and the network properties can be
measured.
Norbeck's (I 982) theoretical assumptions of social support build on Kahn's concepts.
Her assumptions suggest that people need supportive relationships throughout their life to
manage role changes and to cope \vith life stressors. Supportive relationships are defined as
healthy, not pathologic<: I. and reciprocal in nature. The composition of networks or convoys
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changes through time and their properties include duration of each relationship, frequency of
contact, and capacity and quality of support exchanged. Most impot1antly, the analysis of
support adequacy must be based on individual and situational characteristics, such as gender,
cultural differences, living conditions, and number of stressors affecting the person.
Social Suppot1 Among Asians With ESRD
Numerous studies have rep011ed the positive impact of social support on different health
outcomes, such as decreasing mot1ality rate (Christensen, Wiebe, Smith, & Turner, 1994;
Kimmel et al., 1998; Porkerson & Gutman, 2000), lowering depression (Guzman & Nicassio,
2003; Symister & Friend, 2003), better adherence with attending hemodialysis sessions and diet

restrictions (Boyer, Friend, Chlouverakis, & Kaloyanides, 1990; Christensen et al., 1992;
Cummings, Becker, Kirscht, & Levin, 1982: Harris, Luft, Rudy, & Tierney, 1995; Kimmel et al.,
1995; Kovac, Patel, Peterson, & Kimmel, 2002), and improving quality of life (Patel, Shah,

Peterson, & KimmeL 2()02: TO\'bin. Gidron, Jean, Granovsky, & Schnieder, 2003). This
important research data on social suppot1 has been gathered primarily on Western populations.
Nevet1heless, a few studies conducted among Asian hemodialysis populations in Japan, Hong
Kong, Taiwan, and China reveal how social support might impact health outcomes and how
sociocultural factors help to shape the support context.
The traditional concept that spouse or partners and family members being the key social
support providers remained true in these multi-center studies on different Asian populations (Lin,
Ko, Tsai, & Chen, 199\ Luk, 200 I, 2002; Oka & Chaboyer, 1999; Pang, Ip, & Chang, 2001;
Zhang & Liu, 2002). This t)·pe of f~1mily suppo11 was found to be positively correlated with
quality of life, specifically

satist~1ction

with life, self-concept, and functional status, and

behavioral compliance with treatment adherence (Lin et al., 1995: Luk, 200 I; Pang et al., 2001;
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Zhang & Liu, 2002). Health care providers also received significant recognition in providing
information, care, and suppo11 to patients (Luk, 2001, 2002; Oak & Chaboyer, 1999); the
experience of sharing in patient suppor1 groups was imporiant as weiJ (Luk, 2002). Despite an
apparent shift from the traditional extended family structure to a smaller nuclear structure in
China due to Westernization and especially to the policy of only one child per family, the
traditional values of fll ial piety continue to influence the maintenance of close family ties and
many family members would still sacrifice anything to care for their ailing members (Zhang &
Liu, 2002).
Nonetheless, another side of the social support picture in the home care experience of
caregivers revealed that the tightness of the family bonding among Chinese may place great
pressure on the caregivers and tension among patient-caregiver relationship (Luk, 2002). Due to
the restrictive living space and the political climate change leading to a huge wave of overseas
emigration, the traditional Chinese extended family structure has been changed to a smaller
nuclear structure with older generations left behind and living alone. This reduced family size
and diminished kinship network put most caregivers in both a physically and emotionally
strained situation. The expectation to look atler the patients and the obligation to take on the
patients' suffering in Chinese culture may cause caregivers to burn out.
Nloreover, Indo-Asian ESRD patients \Vere found to experience lower quality of life and
a worse index of social deprivation than Caucasian ESRD patients (Bakewell, Higgins, &
Edmunds, 200 I, 2002). These differences could be related to a mistaken assumption that Asian
patients are ti·equently afforded a strong support system by their extended families, leading to
inadequate services provided to this patient population.
Given the conllicting literature, an investigation of perceived social support atnong
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Chinese American hemodialysis patients could be very helpful. \Ve expected that living in a
close knit Chinese community, such as San Francisco's Chinatown, might provide s01ne cushion
of social support.
Methodology
Permission to conduct the study was obtained from the participating hemodialysis center
in San Francisco's Chinatown and the sponsoring university's Human Subjects Institutional
Review Board. Fatty-six patients were recntited. Participants were 18 years of age or older,
Chinese American, and had the ability to communicate in either Chinese or English. Patients
with severe physical or mental impairment were excluded.
A questionnaire was designed to obtain demographic information including gender, age,
country of origin, age at immigration, length of time on hemodialysis, educational level, marital
status, household members, work status, and perceived family income. We wanted to explore
potential relationships oft he demographic data with support functions.
Social support was measured by the Norbeck Social Support Questionnaire (NSSQ), a
tool built on Kahn's conceptual definitions of social support (Norbeck, Lindsey, & Carrieri,
1981 ). In this questionnaire, the participants are asked to list persons who are considered to be

their social support network members and to answer ten questions on each network tnember.
Categories of network members are: spouse or partner, family members or relatives, friends,
work or school associates. neighbors, healthcare providers, counselor or therapist,
minister/priest/rabbi, and others such as God, pets, or other patients. Total Functional score
addresses functions of emotional suppor1 (affect and atlirmation) and tangible support (aid). The
Total Network score measures the network size, duration of relationships, and frequency of
contact. The Total Loss score assesses the numbers of lost network tnembers in the past year and
~-
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quantity of lost support. The participant's ratings, based on a five-point rating scale for each
network member, were totaled to determine the score for each question.
Reliability and validity ofNSSQ have been previously established (Norbeck, Lindsey, &
Carrieri, 19R I, 1983). \:SSQ successfully showed high test-retest stability and internal
consistency. High predictive validity, moderate concurrent and construct validity were
demonstrated. A Chi ncse version or NSSQ was used, in which translation and back-translation
(Cronbach's a= 0.98) were conducted (Chan, Hon, Chien, & Lopez, 2004).
Data was collected using face-to-face interviews with each participant during
hemodialysis sessions. This method increased patient pa11icipation, especially for those who
were vision impaired and those who were illiterate but were able to speak and understand either
English or Chinese. Participants were interviewed to complete the demographic questionnaire,
the Norbeck Social Suppon Questionnaire, and the following three open-ended questions: What
is your most challenging issue about having ESRD and undergoing hemodialysis? How does
your social support system help you with this issue? What else do you wish your social support
system to help you with? Descriptive statistics, Chi-square tests, and Pearson's product-moment
correlation test were used for the quantitative data. Content analysis was performed for the
qualitative data based on the open-ended questions, and important statements were extracted and
grouped into themes.
Findings
J)emographic ( 'haraclcrislics

Table I summarizes the demographic characteristics of the participants. Their average
age and age at immigra! ion \Vere 72.6 and 48.6 years old respectively and their dialect of
preference was Cantonese, suggesting that these subjects had resided in the United States for an
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average of25 years, and were more likely to be the older immigrants from Southeast China and
Hong Kong. l'VIost had limited English skills, and all but one preferred and used the Chinese
version ofNSSQ.
Social Networks and I )emographic Correlations

Table 2 and 3 describe the sources of network members and the support functions.
Participants had kno\vn their network members for more than 5 years and had contacts with them
ranging from daily to weekly. Only four subjects repor1ed loss of network members in the past
year; half rated the amount of lost supp011 as zero. Four subjects reported having no network
members at all. These scores are compared with norms based on institutionalized elderly in a
Southwestern U.S. city and with patients having adenomatous colon polyps in Table 4.
The correlations among the demographic variables, number of network 1nembers, and
support functions indicated that par1icipants' age was positively correlated with age at
immigration (r = 0.555.

fJ

< 0.0 I) and negatively correlated with perceived tangible support (r =

-0.313, P < 0.05). All other correlations did not achieve statistical significance, however the

qualitative tinclings provide important insights into the personal experience of living with ESRD.
What are your challenging issues with ESRIJ and hemodialysis?
Lffe style changes. Pa11icipants acknowledged the impact of hemodialysis on their lives.

Time spent on hemodialysis treatments, transportation to and from the dialysis center, and
interventions for problems on vascular accesses greatly limited their ability to perform daily
activities or to continue their previously active social lives. Younger patients experienced job
losses because of treatment times and restrictions in physical activity associated with vascular
arm accesses.
ESRD and hemodialysis restricted family and cultural connections by limiting travel:
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they could no longer travel to China to visit extended families, because there were no dialysis
~

centers in the rural arcCls and they could not afTord to pay out-of-pocket for overseas dialysis
treatments~

they could only go for a weekend vacation- otherwise treatments would need to be

arranged at their vacation destination .
. \~vmploms refuted to

he/JU){./iu~v.\'is

and ESJ<I J. Pain and discomfort seriously affected

participants' lives. They described leg cramps during treatment as the worst pain one could
imagine. Other discomfort included pain associated with needle cannulation at the peripheral
vascular access site, dizziness due to hypotension, chest pain, nausea and vomiting, routine
fatigue after treatment, and even passing out during dialysis. Some elders felt so weak after
hemodialysis that climbing] !lights of stairs upon returning home had become an incapacitating
challenge. Others complained of chronically itchy skin, insomnia, poor appetite, swelling in the
extremities, and anemia which they attributed to fl·equent blood draws at the dialysis center.
Finauciaf.,·train.

i'vleclicare•s ESRD program shoulders most of the medical expense

including the hemodialysis treatment and medications given during treatment. Nevertheless,
most patients reported having little or no savings. They rei ied solely on the limited government
compensation, and were still responsible for part ofthe expense of treatment and prescription
medications, and these expenses became prohibitive at times. One participant acknowledged that
he sometimes had to sk:p taking prescribed medications because he had no money left after
paying for his basic living expenses.
/Jenial (!ld{[ficulties. Some patients denied the existence of any challenging or difficult

issues related to ESRD or hemodialysis. They explained that they were "used to it" and they
could still "manage".
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How does your . . ·ocial .\'lfjJfHJrl ,\yslem help you with these ;,..,·. .me:..-'!

"'-"

Positive role f!{s11pport network. Some participants made positive comments about their

relationship with spouses or pa11ners and other family members. Their sons or daughters
provided transportation and spouses accompanied patients during hemodialysis treatment. Some
family members massaged patients' legs when they

cramped~

others helped to hold pressure on

the needle sites until they stopped bleeding after treatment when needles were removed from
peripheral vascular access. 1\tfuch of the familial support received was associated with daily
living and household chores including cooking, laundry, grocery, and bathing. A few reported
that their adult children provided some financial and housing supp011 for them. These caring
adult children often visited their sick parents and otTered emotional support.
A few others expressed gratitude for physicians, nurses, social worker, and patient care
technicians. Specific examples of their tangible support were given: providing immediate
\..-;'

symptomatic intervent inns for hypotension and leg cramps during hemodialysis treatment;
arranging home health aide services and county transpottation to and from dialysis center; and
providing informational support regarding the disease, treatment process, and renal diet.
Two participants discussed the impottance of their Buddhist spiritual roots as influencing
how they viewed their situation. They did not attend any formal religious gatherings due to time
conflict with treatment and lack oftranspot1ation. Instead, they focused on praying and studying
the texts and teachings of Buddhism. This changed their perspectives on their chronic illnesses,
and prepared them in the sense that they understood there was no running away from getting
older and sicker.

The~'

stated they had become more positive in attitude and more capable of

accepting reality.
Negali\'e role r!/SIIfJfHJrtnelll'ork. A few participants expressed difficulty dealing with

'--"
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certain uncaring or unhelpful staff members at the dialysis center. They sometimes felt they
were not cared for properly and were angry. Half of the participants reported that their social
support system could not help them to relieve the stressors. They stated that their spouses or
partners, siblings, and friends were too old to provide any support and their adult children were
too busy to provide assistance.
What Other Support /)o You f11ish For?
Tangible support. ·J\IIany participants desired more financial support from the

government. They verbalized frankly that the few hundred to a thousand dollars received every
month from social security and supplemental security income barely covered their daily needs
and the ever increasing medical expense. Younger patients wished for assistance to improve
their English skills in trcler to improve their social and working abilities. Those who were
eligible for renal transplant hoped that the waiting process would be shorter or any of their
friends or families would be \Vii ling to be a live donor. Older patients longed for more support
for their physical needs, such as longer hours from their daily home health aid to perform more
house chores, moving to an apartment with an elevator, or having a bigger living space.
F.motional SIIJJfHJrl. For the more elderly patients and those living alone, seeing their

family members more li·equently, their children and grandchildren in particular, was their
ultimate hope. One patient wept when recounting his difficult immigrant life, having been
abandoned by his wire and raising his three children all by himself. He commented that his adult
children did not care for him no\v and he felt deserted again. Other patients dreamed oftraveling
back to their motherland to visit their overseas extended family members whom they missed.
No wishe.,·for more .'illpport. Interestingly, many participants were unable to think what

else they might like their support system to provide. Patients with positive attitudes expressed
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satisfaction with the support they currently had. They stated that life is simple; they are still
quite independent, able to eat, and ambulate. They do fear losing independence in the future,
but they do not require and would not ask for extra support at this moment yet. Other patients
stated they did not want their children to worry about them.
Those who appeared less optimistic did not think other people could help much and they
acknowledged their reluctance in requesting more suppor1. They expressed that other people
also have their own very busy lives, and they perceived themselves being a burden and did not
wish to trouble others. They referred to this request as "begging". They reported that it is easier
to deal with the situ at ion by themselves if they could still manage than to ask for assistance from
others.
Discussion
All but one of the participants in our study in this San Francisco's Chinatown dialysis
center were first generation immigrants; most were of advanced age and reported limited social
support. Greater than SO'Vo of these subjects ·were older than age 61 and almost a quarter of them
were in their 80's. \\'hen compared with the NSSQ scores from samples of institutionalized
elderly and elders who had acfenomatous colon polyps (Murphy, Prewitt, Bote, West, & lber,
200 I; Nelson, 1989), both the total functional and total network supports of our sample were
significantly lower. This remarkably inadequate social support among the senior Chinese
American hemodialysis patients was surprising.
When \Ve began this study, we anticipated that adequate social support might be found
due to a general cultural assumption that the close kinship in extended Chinese families would
provide for their elder! y and sick members. Such expectations and misconceptions may
contribute to the inadequate external social support provided for this population. Immigration
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permanently alters established cultural support links. 1\!lany ofthese first-generation Chinese
immigrants lett behind their relatives and even some of their adult children in their country of
origin, so support from extended family members was less accessible. Additionally, the concept
of living with extended rami lies is diminishing in the new world they now call hotne, resulting in
decreased network size and kinship. This change in family dynamics and the hardship of
immigrant life reduce the adequacy of social support.
The demographic correlations with social support indicated that older subjects perceived
significantly less tangible supp011. The physiological & psychosocial demands from ESRD and
hemodialysis treatment further escalate the already increased physical and tangible needs from
aging and therefore availability of social support may be easily exhausted. Another factor was
that Almost one third of the subjects were widowed and lived alone, another one third lived with
their spouses or par1ncrs only. Some of the spouses or partners and friends in similarly advanced
ages were too tl·ail to provide any tangible support. Although results showed that emotional
support was not associated with age, this does not mean that emotional support is less important
for this population, especially when qualitative data clearly revealed subjects' desire for more
emotional suppo11.
Not surprisingly, spouses or partners and family members, including siblings, adult
children and grandchildren, and close relatives are the two most significant support network
members for the studied sample. Filial piety and respect, based on the teachings of Confucius,
are deeply rooted in the Chinese cultural value system (Sung, 200 I). Traditionally, family
members are under the influence of this value system and are obliged to look after their sick
family members. They are valued as being in the inner circles

§cA., while other people from

the ouler circles ~Jf. A may not understand their background and their true inner feelings (Tung,
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Yang, 1995). Because of this view of devotion to the family, only a few of the elder

subjects lived in nursing

facilities~

institutionalization is usually considered to be a last resort and

may be perceived as being disgraceful to both the families and the patients (Luk, 2002).
Interestingly however. some of the subjects did not list their family members with whom
they lived as their support network members. They attributed this to the fragility of their spouses
or partners, and the busy lives and changing family values of their adult children. Miller (1994)
asserts that in this traditional culture, the duty-based morality act of giving care to needy family
members is not a choice but an obligation. This is in contrast to the individualism of Western
culture, in which the responsibility of taking care of an ill relative is not an automatic obligation
but a negotiated commi:ment. Having been acculturated into the \\'estern world and holding
this Western view, these patients' children might feel pressured by traditional customs and see
this non-negotiable duty as a burden. Earlier studies have confirmed that some patients' partners
and family caregivers reported negative impact fi·om the patients' ESRD on their own lives (Luk,
2002; White & Grenyer, 1999). In addition, Asian families may also view chronic disease as
more of a stigma and hence some patients may have developed a negative or pathological
relationship with their family members (Bakewell, Higgins, & Edmunds, 2001). The low social
support scores from the current study may indicate that these family members have their own
limitations and are unab Ie to l'ul fi II the emotional and tangible needs of the ESRD patients. This
further underscores the importance of providing family support services to strengthen
constructive interactions and to resolve conflicts or tensions between patients and their families.
On one hand, domestic violence and patient abuse should be evaluated; on the other hand, family
members who serve as the primary caregivers should be also assessed for wellness and support
so that they can be both mentally and physically prepared to performing such responsibilities.
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Friends are ranked third among the sources of network members following family
members. This can be explained by a Chinese saying of"when at home, one depends on one's
parents; when away tl·om home, one depends on fl·iends 1±)~~jjf~X:I±}. , 1£~}~fJJl1sf' (Tung,
2000, p. 7). However, unlike younger patients, most elderly patients expressed that most of their
friends were as old as they were. These fl·iends might provide some emotional support but
tangible suppor1 was usually less available from them. Health care providers ranked next after
friends as support net\vork members. According to the interviews, patients valued physicians,
nurses, and patient care technicians greatly who offered tangible and informational supports.
Some patients, however, expressed dissatisfaction with their medical staff whom they perceived
as not caring enough or not attentive to their needs, therefore causing more frustration in their
lives. This suggests that health care providers need to reflect on their own practice, and be more
vigilant and sensitive in their methods, process, and attitudes when providing emotional,
tangible, and in format it 'nal support to their patients. Supervision of the ancillary staff should
also be thoughtfully conducted to insure the quality of care delivered.
The physical symptoms and complications from ESRD and hemodialysis treatment, the
financial burden, and the patients' desire for more tangible support are understandable. Regular
home visits using a combination of nurses and health aides are invaluable to patients and
families. The health aide provides physical care and company, and performs daily household
chores, while nurse visits can reinforce dietary and medication counseling, assess patients'
physical condition, and offer educational and emotional support (Luk, 2002). For younger
patients, patient suppor: groups can be a resource to share experiences and socialize. For
patients who report problems with work, more accommodation is needed to balance work with
the demands of treatment and other commitments. Sutlicient domestic facilities and better
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housing should be arranged ror those with urgent needs. Language barriers should always be
~

examined and bilingual stafT and translators should be made available, especially in areas where
ethnic populations arc in the minority. Cultural competency training for health care providers is
also needed to insure effective communication with immigrant patients.
Denying the existence of any difficulties facing ESRD and declining more support
reported by quite a few patients were unexpected. These patients may have the tendency to cope
with their lives and illnesses in ways that reflect resignation, or a belief that fate cannot be
changed (Loo, 1998). They may also have lowered their expectations of their adult children,
realizing that Confltcius' filial piety requiring respect and commitment from younger generations
would not be extended (Pang, Jordan-Marsh, Silverstein, & Cody, 2003). The cultural norm of
not openly expressing negative feelings and a reluctance to ask for help or access health services
may expose these patients even more vulnerable to physical and mental health morbidities

......,_;

(Torsch & l\1a, 2000). This has great implications for health care providers to evaluate patients
for depression and suicidal thoughts besides assess their support needs (Stokes, Thompson,
Murphy, & Gallagher-Thompson, 200 I). Special attention should be paid to older patients who
are more reluctant to ask for assistance, as they may be at greater risk of having inadequate social
support.
This study also highlighted an important source of social support- spiritual beliefs. A
few patients spoke highly· of' the role of' their Buddhist spirituality in living with the challenges of
ESRD. The teaching or Buddhism, one of the most significant Eastern religions, promotes the
philosophy of a harmonious equilibrium among the body, mind, spirit, and the nature and social
environments (Chan, Ho, & Chow, 200 I~ Chen, 200 I). Therefore, both pain and pleasure
become less personal and experience becomes part of a much larger meaning. Two previous

\._I

Perceived Social Support

19

studies also indicated the positive association of spirituality with social support and quality of
life in hemodialysis patients (Kimmel, Emont, Newmann, Danko, & Moss,

2003~

Patel et al.,

2002). Additional research is needed to explore the impact of spirituality and religious
involvement or activities in this population.
The main limitation of this study was its convenience sampling and small sample size.
Generalization of the quantitative tindings to the entire Chinese American hemodialysis
population cannot be extended to younger patients, patients who are native born, or others not
residing in Chinatowns. Also, in order to obtain a more holistic picture, health care providers
and researchers might engage the patients' caregivers when assessing support needs.
While current study and much of the research emphasized the benefits of receiving social
support from others, it has been suggested that patients who provide social support to others also
enjoy a strengthened interpersonal relationship, heightened sense of meaning and purpose to life,
and an increased likelihood of receiving suppor1 in return (Krause, Herzog, & Baker, 1992).
Further studies may better demonstrate the beneficial roles this reciprocal support system plays.
Finally, future studies could help determine whether the NSSQ is detailed or culturally sensitive
enough in assessing social support in ethnic populations. Nevertheless, this study has the
strength of triangulation, applying both quantitative and qualitative strategies to draw out and
enhance our understanding of the social support context in the studied population.

Perceived Social Support

20

References
Arias, E., Anderson, R. N., Kung, H. C., Murphy, S. L., & Kochanek, K. D. (2003). Deaths:
Final data for 200 I. National Vital Statistics Report, 53(3), l-115.
Bakewell, A. B., Higgins, R. M., & Edmunds, M. E. (200 I). Does ethnicity influence perceived
quality of life or patients on dialysis and following renal transplant? Nephrology Dialysis
'li"ctnsplantation. I o, 1395-140 I.

Bakewell, A. B., Higgins, R. :VJ., & Edmunds, rvt. E. (2002). Quality of life in peritoneal dialysis
patients: Decline over time and association with clinical outcomes. International Society
(~/'Nephrology.

oI,

2]9-248.

Boyer, C. B., Friend, R., Chlouverakis, G., & Kaloyanides, G. ( 1990). Social support and
demographic ll1ctors influencing compliance of hemodialysis patients. Journal of Applied
P.~ychology,

2], 1902-1918.

Chan, C., Ho, P. S., & Chow, E. (200 I). A body-mind-spirit model in health: An eastern
approach. Sociol f;llork in Health C'are, 3-1, 261-82.
Chan, C. W. H., Hon, H. C., Chien, W. T., & Lopez, V. (2004). Social support and coping in
Chinese patients undergoing cancer surgery. Cancer Nursing, 27, 230-236.
Chen, Y. C. (200 I). Chinese values. health and nursing. Journal (!/'Advanced Nursing, 36, 270273.

Christensen, A. J., Smith. T. \V., Turner, C. W., Holman, J. M., Gregory, M. C., & Rich, M. A.
( 1992). Family suppo11, physical impairment, and adherence in hemodialysis: An

investigation of main and butTering etl"ects. Journal of Behavioral Medicine, 15, 313-325.

Perceived Social Support

21

Christensen, A. J., Wiebe, J. S., Smith, T. \V., & Turner, C. W. (1994). Predictors of survival
among hemodialysis patients: Effect of perceived family support. Health Psychology, 13,
521-525.

Cobb, S. ( 1976). Social support as a moderator of life stress. P.\ychosomatic Medicine, 38, 300314.

Cohen, S., & Wills, T. A. ( 1985). Stress, social support and the buffering hypothesis.
Psychological Hulletin, 98, 3 l 0-357.
Cummings, K. M., Becker, M. H., Kirscht, J. P., & Levin, N. W. ( 1982). Psychosocial factors
affecting adherence to rnedical regimens in a group of hemodialysis patients. Medical
Care, 20, 567-580
Guzman, S. J., & Nicassio, P. M. (2003). The contribution of negative and positive illness
schemas to depression in patients with end-stage renal disease . .Journal of Behavioral
Al/ediciue, 26, 517-534.
Harris, L. E., Luft, F. C., Rudy, D. W., & Tierney, W. M. (1995). Correlates of health care
satisfaction in inner-city patients with hypertension and chronic renal insufficiency.
Social Science & Jv/edicine, -II, 1639-1645.
Kahn, R. L. ( 1979). Aging and social support. In M. W. Riley (Ed.), Agingfron1 birth to death:
lnterdi.w.:ipliJwl)' perspectives (pp. 77-91 ). Boulder. CO: \Vest view Press.

Kahn, R. L., & Antonucci, T. C. ( 1981 ). Convoys over the life course: Attachment, roles, and
social support. In P. B. Baltes, & 0. C. Brim (Eels.), L[j"e-.,1Jan developn1ent and behavior
(pp. 253-286). New York: Academic Press.
Kimmel, P. L. (2001). Psychosocial factors in dialysis patients. Kidney International, 59, 15991613.

Perceived Social Support

22

Kimmel, P. L., Emont, S. L., !\Jewmann, J. M., Danko, H., & Moss, A. H. (2003). ESRD patient
quality of life: Symptoms, spiritual beliefs, psychosocial factors, and ethnicity. American
Journal ofKidney Diseases, -12, 713-721.

Kimmel, P. L., Peterson, R. A., Weihs, K. L., Simmens, S. J., Alleyne, S., Cruz, I., & et al.
( 1998). Psychosocial factors, behavioral compliance and survival in urban hemodialysis

patients. Kidne.v International, 54, 245-254.
Kimmel, P. L., Peterson, R. A., Weihs, K. L., Simmens, S. J., Boyle, D. H., Verme, D., & et al.
( 1995). Behavioral compliance with dialysis prescription in hemodialysis patients .

.Journal r~j'the American Society l!fNephrology, 5, 1826-1834.

Kovac, J. A., Patel, S. S., Peterson, R. A., & Kimmel, P. L. (2002). Patient satisfaction with care
and behavioral compliance in end-stage renal disease patients treated with hemodialysis.
American .Journal r~l Kidney Diseases, 39, 1236-1244.

Krause. J., Herzog, A. R., & Baker. E. ( 1992). Providing support to others and well-being in later
I i fe . .Journal l~/ ( ;erontology, 4 7, 300-3 I l.

Lin, C. C., Ko, N. Y., Tsai, L. C., & Chen, C. H. ( 1995). Assessing the effect of health belief,
knowledge, and social support on compliance behaviors in chronic hemodialysis patients.
The Kaohsiung .Journal ~/'Medical Sciences, 11, 470-480.

Lindsey, A. M. ( 1997). Social support conceptualization and measurement instruments. In M.
Frank-Stromborg, & S. J. Olsen (Eds.), Jn,·trumentsfor clinical health care research (pp.
149-169). Sudbury, MA: Jones & Bartlett.

Loo, C. M. ( 1998). Chinese American: tv/ental health and (/lfali~V r?lltfe in the inner city.
Thousand Oaks, CA: SAGE.

Perceived Social Support

23

Luk, W. S. C. (200 I). The quality of life fbr Hong Kong dialysis patients. Journal ofAdvanced
Nur.,·ing, 35, 218-227.

Luk, W. S. C. (2002). The home care experience as perceived by the caregivers of Chinese
dialysis patients International Studies qfNursing Studies, 39, 269-277.
Miller, J. G. (1994). Cultural diversity in the morality of caring: Individually oriented versus
duty-based interpersonal moral codes. Cross Cultural Research, 28, 3-39.
Molzahn, A. E. (1998). Psychosocial impact of renal disease. In J. Parker (Ed.), Contemporary
nephrology Jll!rsing (pp. 285-304). Pitman, NJ: American Nephrology Nurses'

Association.
Murphy, P. A., Prewitt, T. E., Bote, E., West, B., & lber, F. L. (2001). Internal locus of control
and social support associated with some cl ietary changes by elderly participants in a diet
intervention trial. .Journal (~/the American Dietetic: Association, 101, 203-208.
Nelson, P. B. ( 1989). Social support, selt:.esteem, and depression in the institutionalized elderly.
Issues inlvfenta/ Health Nursing, I 0, 55-68.

Nissenson, A. R. (I 998). Complications of chronic dialysis therapy. In C. F. Gutch, M. H.
Stoner, & A. L. Corea (Eds.), Heview

r~lhemodia~vsisfor

nurses and dialy..,·ispersonnel

(6 1h ed., pp. 192-212). St. Louis, MO: i\1osby.
Norbeck, J. S. ( 1982). Social suppo11: A model for clinical research and application. Advances in
Nursing Science. 3, 43-:'8.

Norbeck, J. S., Lindsey. A. M., & Carrieri, V. L. ( 1981 ). The development of an instrument to
measure social support. Nursing Research, 30, 264-269.
Norbeck, J. S., Lindsey, A. M., & Carrieri, Y. L. ( 1983). Further development of the Norbeck
Social Support Questionnaire. Nursing Research, 32, 4-9.

Perceived Social Support

24

Oka, M., & Chaboyer, \V. ( 1999). Dietary behaviors and sources of support in hemodialysis
patients. Clinical Nursing Research, 8, 203-317.
Pang, S. K., Ip, W. Y., & Chang, A.M. (2001). Psychosocial correlates offluid compliance
among Chinese haemodialysis patients . .Journal r?f'Advanced Nursing, 35, 691-698.
Pang, E. C., Jordan-fVIarsh, M., Silverstein, M., & Cody, M. (2003). Health-seeking behaviors of
elderly Chinese Americans: Shifts in expectations. 771e Gerontologist, 43, 864-874.
Parkerson, G. R., & Gutman, R. A. (2000). Health-related quality of life predictors of survival
and hospital utilization. Health Care Financing Review, 21, 171-184.
Patel, S. S., Shah, V. S.. Peterson, R. A., & Kimmel, P. L. (2002). Psychosocial variables, quality
of life, and religious beliefs in ESRD patients treated with hemodialysis. An1erican
Journal of'Kidne)'
.
. I )iseoses, -10, I 013-1022.

Roberts, S. D. ( 1998). Nutritional care in renal patients. In J. Parker (Ed.), Contemporcuy
nephrology nursing (pp. 285-304). Pitman, NJ: American Nephrology Nurses'

Association.
Sherbourne, C. D., & Stewm1, A. L. ( 1991 ). The fviOS social support survey. Social Science &
!vledicine, 32, 705-714.

Stokes, S.C., Thompson, L. \V., i\!lurphy, S., & Gallagher-Thompson, D. (2001). Screening for
depression in immigrant Chinese-American elders: Results of a pilot study. Journal of
GerontoloRical Social ftVork. 36, 27-44.

Sung, K. T. (200 I). Elder respect: Exploration of ideals and forms in East Asia. Journal ofAging
Studie."i, 15, I J-26.

Perceived Social Support

25

Symister, P., & Friend, R. (2003 ). The influence of social support and problematic support on
optimism and depression in chronic illness: A prospective study evaluating self-esteem as
a mediator. Health

fJ.~ychology,

22, 123-129.

Torsch, V. L., & Ma, G. X. (2000). Cross-cultural comparison of health perceptions, concerns,
and coping strategies among Asian and Pacific Islander American elders. Qualitative
Health Re...,·earch, I 0, 471-489.

Tovbin, D., Gidron, Y.. Jean, T., Granovsky, R., & Schnieder, A. (2003). Relative importance
and interrelations between psychosocial factors and individualized quality of life of
hemodialysis patients.

Quali~Jl

f!/Ltle Hesearch, 12, 709-717.

TransPacific Renal Network. (2003). Demographicreports. Retrieved October 18, 2004, from
http://www. network 17 .org/info _ services.htm
Tung, M. P. Y. (2000). (.'hinese Americans and their immigrant parents: Conflict, identity, and
values. New York: The Haworth Clinical Practice Press.

United States Renal Data System. (2004). 200../ Annual data report: Atlas of end-stage renal
disease in the l !nited States. Bethesda, MD: National Institutes of Health, National

Institute of Diabetes and Digestive and Kidney Diseases.
White, Y., & Grenyer, 13.

r-. S. ( 1999). The biopsychosocial impact of end-stage renal disease:

The experience of dialysis patients and their partners. Journal of Advanced Nursing, 30,
1312-1320.

Yang, K. S. ( 1995). Chinese social orientation: An integrative analysis. In W. S. Tseng, T. Y.
Lin, & Y. K. Yeh (Eds.), Chinese societies and n1e11tal health. Hong Kong: Oxford
University Press.

Perceived Social Support
Zhang, J. P., & Liu, H. R. (2000). Family support and quality of life among hemodialysis

u

u

u

patients. Bulletin qfHunan Jv/edical University, 26, 359-362.

26

Perceived Social Support
Table 1

Demographic Characteristics ~lSul?iects (11 = 46)
Mean
72.63

Age
Length of time on hemodialysis

3.1 years

Age at immigration
Number of household members

Characteristic

n

Range

SD

35- 88

11.49

2 weeks -1 0 years

2.67 months

48.60

25- 70

12.23

2.91

0- 13

2.57

o/o

n

%

2

4.3

23

50.0

4

8.7

17

40.0

Live alone

13

28.3

Live with others

33

71.7

Characteristic

Gender

TVIarital status

Male

22

47.8

Single

Female

24

57.2

Married

Age

Separated or divorced

30-40

2

4.3

41-50

0

0

51-60

2

4.3

61-70

II

23.0

71-80

20

43.5

Spouses/partners

15

45.5

81-90

II

23.0

Family members

15

45.5

3

9.1

45

97.8

Country of origin
China
Taiwan

Widowed
Household members

Others
17

37.0

3

6.5

\Vork status
Unemployed

27

Perceived Social Support
Hong Kong
Other

20

43.5

Pat1 time

1

2.2

6

13.0

Full time

0

0

21

45.7

1

2.2

17

37.0

0

0

Perceived Family income

Age at immigration
26-40

II

24.4

Low

41-60

28

62.2

Medium low

6

13.3

Medium

> 61

Medium High

Length of time on dialysis

~

28

High

< 3 months

.)

"'

6.5

3-11 months

6

13.0

Did Not Know

5

10.9

1-2 years

16

34.8

Refused to answer

1

2.2

3-4 years

10

21.7

Religion

5-6 years

6

13.0

No

22

47.8

7-8 years

2

4.3

Yes

24

52.2

9-10 years

.)

Catholic

3

12.5

Christian

6

25.0

..,

6.5

Education level

2.2

No formal education

14

30.4

Buddhism

9

37.5

Less than high school

9

19.6

Taoism

1

4.2

17

37.0

Folk religion

5

20.8

Professional school

4

8.7

College degree

2

4.3

Graduate level or higher

0

0

Others

0

0

High school
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Table 2
Descriptive Statisticsfor Social Support Variables

NSSQ

rvlean

Range

SD

Total Functional

61.40

10- 193

43.97

Emotional Suppo11 (Atl'ect + Aflirmation)

39.67

5- 129

29.21

Tangible Support (Aiel)

21.74

4- 68

16.67

Total Networl< Proper·ties

34.74

8- 114

22.76

3.17

0- 11

2.32

Duration of relationships

16.57

5- 51

10.56

Frequency of contact

14.71

2- 52

10.37

Network size

Total Loss

0.35

0-

Number of lost network members

0.09

0-

Quantity of lost support

0.17

0-

6

1.29
0.29

4

0.83

29
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Table 3

U

Distribution qj'Sources (?lNetwork A-1emhers

%

Categories ofNetwork l\1embers

n

Spouses or partners

18

12.33

10 I

69.18

14

9.59

Work or school associates

0

0.00

Neighbors

0

0.00

10

6.85

Fatnily members or relatives
Friends

Healthcare providers

0.68

Counselor or therapist
Minister/ priest I rabbi

0

0.00

Others

2

1.37

146

100.00

Total

30
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Table 4
Descriptive Statistics for .Social Support Variables of 3 ~)'tuclies {./sing the NSSQ

Current Study

Institutionalized

Patients with

(n = 46)

elderly in a U.S.

adenomatous colon

(Mean Age= 72.63)

Southwestern citya

polypsb (n = 68)

(n = 26)

(Mean Age= 65.5)

(i\tlean Age= 81)
NSSQ

Mean

so

Mean

Emotional support

39.67

29.21

Tangible support

21.74

Total functional

so

Mean

SD

72.05

109.5

52.4

16.67

23.71

43.1

22.1

61.40

43.97

95.76

152.6

68.4

34.74

22.76

67.49

71.8

39.8

Total Loss

0.35

1.29

1.5

3.3

Average number of

3.17

2.23

support
Total network

9.12

network members
Note. Dashes indicate data were not repor1ed.

aData extracted fi·om study conducted by Nelson ( 1989). hData extracted from study conducted
by Murphy, Prewitt, Bote, \Vest, and Iber (200 I).
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